MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

CEPARTMENT OF FUBLIC MEALTH AND WELFARE
Rugurrnhun District No. __________ _6_0._,__,an"\¢ Regiatratian District Ne. ___.6.‘_?'_..,5...___Reg|amr ‘s No. 176___________
DO NOT WRITE AMENDED —r
ON THIS 5TUB l_ll =y e 1009

1. PLACE OF DEATH PIUZ 2. USUAL nzsuneucs (Where deceased lived. If institution: Residence before

- COUNTY . &T . TY i
a Vemon a. § ATN:LSSOUI':L b, COUN LaCl ede admission)
b. Cé'l:! (If ourside corporate limits, give TOWNSHIP only) Langth of stay in Ib ¢. CITY Inside Limite

OR
TOWN  Nevada 27 yr-3 mo TOWN  [,ebanon Yes§g Ne O
c. FULL NAME OF {If NOT in hospital, give location) Ingide Limits d. 3TREET (If cutside, give Location) Reside on Farm

M HOSPITAL Of ADDRESS
2 &3] WSITUTONS bate Hospital # 3 Y@ NeD North Highway 5 Ye D Nogg
3 2] 3 NAWE OF DECEASED e Middia Toor 4 DAIE Month Day Your
[Type or print) Eva Zelsman DS;TH Nov. 2 1963

5. SEX 6. COLOR OR RACE 7. Marrisd [1  Never Morried [] |6. DATE OF BIRTH | ¥- AGE [low bisthday) | 1f UNDER | YEAR IF UNDER 24 HR

/]
Widowed Divorced ] Months Days l Hours Min.
5 o Female White ' ¥ i 2-18-1688 75 |
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stafe or country} | 12. CITIZEN OF WHAT COUNTRY
&
AV

VS 300
Rev. 4759

DATE AMENDED

during most of working life, even if retired) H
OUSeyrd Indiana
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Thomas C. Lowdermilk Bollie Smith H.J.Zelsman
15, WAS DECEASED EVER IN US ARMED FORCES? 16. SOCLAL SECURITY NO. | 17. INFORMANT Addremn
{Yes, no, cfludknown)l 1l yqsrfwa war or datas of serv] St at,e HO Spi‘bal Record g

T8. CAUSE OF DEATH (Enter only one cause per line =TT - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

immeDiate cavse o)  Arterio-sclerotic Heart Disease years

B
9 0
0

1

11

127 3= 0

13

DOCUMENT

Conditions, If any, DUE TO (b} Broncho-pneumonia days

which gave rise to
above cause (a),

s1ating the under- Fracture Rt.Hip- 9-22-63

lying chuze last. DUE TO {c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt mov relased 1o the rerminal PART I1b. I decemsed was  fomale wa
disease condition given in PART [ (a) there a pregnancy in last 90 days.

] O Yes I O Nﬂ O Unknown

19. WAS AUTOPSY | 20a, ACCIDENT SUICIDE HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED &} O m]
YES[] NO g

20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.

AMENDMENTS ON THIS RECORD AREMAS FOLLOWS
INSTEAD OF

p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e¢.g., in or abour home, | 20f. CHTY, TOWN, OR LOCATION COounNTY
WHILE AT WORK ] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

her . - -
21. 1 attended the deceased from 8"5’" ‘;6 loJ_l:ﬂzésiand last saw unlwe on 11 20 63
Death ed at. 2 : ,JS 8 m on the date stated sbove, and to the best of my knowledge, from the causes stated.
eath occurr i !
. ABDRESS 22¢c. DATE SIGNED

St.Hogpital Grounds 11-21-63

23a. BURIAL, CREMATIDN, | 23b. DATE 23c. NAME QF CEMETERY ﬁ CREMATORY 23d. LOCATION {City, tawn, of county) _[Srata)

11-23-673 Mt,.Rose Memorial Park| Lebanon, Laclede Co. Mo,

ADDRESS 25, DATE RECD. BY LOCAL REG. 26, GISTRMIS SIGNATURE
. 2
.Z. Lebanon, Mo, N ”"Jd’é‘j é}:@g, /QM

[Licensed E:nhalmor‘s Statement on Revers Side)

USE BLACK INK

TYPEWRITER -RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




1
et -

STATEMENT BY LICENSED EMBALMER

't

! hereby certify that the body -whose name is i‘ec;:f'ded on'lhe reverse side of this cenificate was embalmed by me,
i

or by Student Embalmer No.

working under my personal supervision.

Student - Signed %"--
Signaturs of Studant Embalmer N é—/{j/
Licensed Embalmer Ng, /

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure”t

with the above conslitutes grounds for revocation of license). . N
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng -
If this body is not embalmed, fact should be so stated above.

" \‘




